in resuming the discussion, said he had intended to bring some patients, but they had disappointed him. His object in bringing them had been to demonstrate how a colostomy worked, and how comfortable it was to the patient. The patient got used to it, so that he came to almost disregard its presence. He had interviewed recently a man on whom he had operated three years ago, and he said he had kept very well, and had had no great discomfort. The patient reminded him that he (Mr. Barrow) had told him to take castor oil if he had trouble, but he had only to take three spoonfuls of that oil in three years, for his bowels acted twice a d4y, and he had no
surprises at all. One patient, who had been unable to come, was operated upon by Mr. Barrow eight and a half years ago-September, 1902. He said he had kept fairly well and led a regular life; he could cycle and walk as well as of yore. He met that man after he had ridden thirty miles on his bicycle, which showed he was not much inconvenienced thereby. He was an enthusiastic advocate for colostomy in association with any operation for the removal of cancer of the rectum. He began operating for cancer of the rectum through the anus many years ago; he believed he commenced in 1880. He used to operate through the rectum, and the results were not satisfactory. The rectum became contracted and he had to do colostomy afterwards. It occurred to him that it would be wise to do a colostomy first, and so he established a colostomy opening first, as a preliminary to the operation, still removing the disease per anurn. After a little time he did the parasacral operation, but always with a colostomy first, and the para-sacral operation he found a highly satisfactory proceeding; but, of course, he left a blind piece of bowel above, between the colostomy opening and where the disease was removed through the sacrum. That always required washing out. It must be twenty years since he recommended the complete operation. The first complete operation he had performed he did in two parts, still doing his old colostomy first, then waiting for a week, and completing the operation by removing the whole diseased bowel, anus included. The patients did well and he was much encouraged. He therefore ventured to do the complete operation at one sitting. He thought he was the first to do that operation, but when he began to read more widely he found that was not so; that the operation had been already described, although then he had not known it. The operation when associated with colostomy was much simplified. There was not much stitching required to fix the colostomuy, and, moreover, it enabled the surgeon to proceed immediately with the lower end and remove the disease most completely. He stitched up the upper end, and stitched up the anus, and he could remove the whole diseased bowel without consideration or thought of any junction afterwards. He was comparing the operation, with junction of the bowel, with that when colostomy was done. Another point in favour of colostomy was the fact that it was a much more aseptic proceeding. Once the upper end of the bowel was closed, and the anus closed and plugged, the whole proceeding was aseptic, and the course of the case afterwards was aseptic. He thought the asepticity of the operation, its completeness, and its simplicity, were very good points, and they made one advocate colostomy in association with the operation; but the patients objected very much to it. He thought, however, that everyone ought to make a. sacrifice in order to get rid of a cancerous disease. He did not think many of those present would hesitate to have a colostomy associated with an operation, if they were unfortunate enough to have cancer of the rectum, and if the dangers of the operation, and the liability to return, were diminished thereby.
In any operation for cancer, in any situation, there were two elements requiring removal: that which was recognizable and that which was unrecognizable (the spread or extension of the disease, which might be called the lymphatic extension). Those two features ought to be well considered in any operation done for cancer. An operation which did not take count of both features was behind the times.
Surgical Section
Everyone would allow that it was the wide removal of glands, &c., which produced so much better results in dealing with the disease; for instance, the removal of the axillary glands in cancer of the breast.
He had said that the abdomino-perineal operation was a very complete one, and that, it was aseptic. He also contended that it was a, very safe operation. He could not say he had not had a death, but that death was not exactly attributable to the operation. The fact of the operation being aseptic robbed it of many dangers; but it would be admitted that the greatest danger was that it was a long operation and a severe one, and so liable to cause much shock. Still, he had not found that shock. One of the greatest causes of shock was heemorrhage, and in no operation was the haemorrhage more under control than in the abdominal part of this operation for the removal of the rectum. In the abdominal part of the operation the vessels could be ligatured before they were divided. In the second part of the operation he trussed the patient up into the lithotomy position, and sat down and cut from the central point of the perineum to the coccyx. He did not find it necessary to take out the coccyx. He cleared out the whole pelvis behind the bladder and prostate, and it was surprising how little bleeding there was. The inferior haemorrhoidals probably might bleed a little, but it could be easily controlled, and the deligation of the vessels in the abdomen had so restricted the bleeding that there was scarcely any in the perineal part of the operation.
He regarded the anaesthetic as the great element in causing shock, especially in very prolonged operations. Possibly some of those present might dissent from that view, alleging that the anaesthetic was given to prevent shock. If the anaesthetic was given very sparingly there would be very little shock, and for a long operation it was desirable to give the ancesthetic quite sparingly. He had put that matter to the test. He operated upon a patient, who was a very feeble person, for cancer of the stomach. It was found desirable to do gastro-enterostomy, but he said that if much aneTsthetic were given him he would die. After the preliminary stages the ancesthetic was stopped, and the operation proceeded with Mr. Barrow talking to him during the time. The operation took one and three-quarter hours, because the Y-shaped operation was done. When the junctions were finished, he asked the patient if he would like a drink, and at his request one was given to him. Having drunk the glass of water, a little more anasthetic was given, and the abdominal wound was then stitched up. The patient had no shock, and he did perfectly well after the operation. He asked the patient during the operation whether he was hurting him, and he replied that it was F-24 118 Handley: Operative Treatment of Cancer of Rectum nothing of any consequence. He thought the case showed how much shock depended upon the anaesthetic.
Mr. Barrow therefore contended that the abdomino-perineal operation associated with colostomy was the safest and most satisfactory operation so far attempted for this disease.
Mr. SAMPSON HANDLEY showed two patients from whom the cancer specimens shown at the meeting were removed. The first was a man who was operated upon on December 1, 1910. He was a leadworker, and the operation was done by combined method, with removal of the anus and its muscles, and the man had now a permanent colostomy opening. It was acting about twice a day. This was a lateral colotomy. He stabbed through the abdominal wall, so as to make only a small opening, a method which obviated subsequent weakness and bulging of the colostomy scar. The other patient was a lady upon whom excision of the rectum was done two years ago. She was now very well, and was able to travel about; in fact, she had since been to the Continent several times. The bowels were opened once or twice a day. Mr. Handley continued as follows:
Mr. Harrison Cripps and Mr. Swinford Edwards consider that it is sufficient in rectal cancer to remove the growth as seen by the naked eye, together with an inch margin of the apparently healthy mucosa above and below. That is to say, they perform an operation which would suggest itself by the light of Nature to a surgeon entirely unacquainted with the pathology of carcinoma. Years ago a similar operation was habitually done in the case of breast cancer; the growth was excised from the breast, and the axillary glands were left untouched. It is strange to remember that as late as 1887, when Banks advocated the routine removal of the glands in breast cancer before the Harveian Society,1 only a single speaker supported him.
Step by step, as pathological knowledge has increased, the scope of the operation has gradually widened in some directions and restricted itself in others, until the modern operation for breast cancer described by Mr. Edwards with equal vigour and inaccuracy as " removing all but the ribs and crippling the patient for life," has established itself. And at each step of this progress there has been a marked improvement in results, so that local recurrence in the field of operation is now a rare event, and functional disability is practically absent.
In the operative treatment of rectal carcinoma we may anticipate Lancet, 1887, i, p. 627.
